Summary: A laboratory technician developed leptospirosis following accidential inoculation, despite prompt administration of parenteral penicillin by an accepted regimen of post-exposure prophylaxis. Another technician was similarly exposed and was given doxycycline; no illness or serological conversion followed. The implications of these cases are discussed and recommendations made for post-exposure chemoprophylaxis with doxycycline.
Of the possible methods of prophylaxis using oral administration, erythromycin or a tetracyline, Ig/day for 5 days, has been suggested as an alternative to penicillin.5 Amoxycillin has strong leptospiricidal activity in vitro 14 and has been used in treatment with apparent success.2 '15 Experience of these antibiotics for post-exposure prophylaxis is however limited, and short courses cannot now be recommended because of the possibility that disease will develop after a prolonged incubation period.
Doxycycline has been shown to be an excellent true (pre-exposure) prophylactic agent in a prospective randomized double-blind trial in 940 troops who spent three weeks of jungle training in Panama. 7 The drug was given in a dose of 200 mg pre-exposure on arrival in Panama, then weekly and at the end of exposure on completing training. 20 leptospira infections occurred in the placebo group (4.2%) compared with one in the doxycycline group (0.2%) indicating a protective efficiency of 95%. It is interesting to note that doxycycline is also effective in the prophylaxis of scrub typhus.16
This study may not be directly applicable for postexposure treatment, when the leptospires may have several hours in the host before effective drug levels are reached. Moreover, in laboratory accidents the route of infection and the dose may also be different. Nevertheless doxycycline is a potent leptospiricidal antibiotic and can be given for an extended period of time in a simple oral regimen.
We consider that doxycycline 100mg twice weekly over a period of 6 weeks provides a rational regimen for post-exposure prophylaxis, which takes into account the possibility of prolonged incubation. The second accidental exposure we describe was treated in this way. Neither illness nor seroconversion ensued, although we cannot of course know whether infection would have occurred in the absence of chemoprophylaxis. This regimen provides a valid and more acceptable alternative to the short course parenteral regimens previously recommended and is simpler to comply with over a prolonged course than amoxycillin. Any febrile illness which develops in the two or three month period following exposure should be investigated as a possible breakdown in prophylaxis.
